Understanding and eliminating health disparities requires accurate data on race/ethnicity. To assess the quality of race/ethnicity data, we compared medical record classifi cations to self-report of a study of prophylactic mastectomy. A total of 788 women had race/ethnicity from both sources; 69.9% were 55 years of age or older, 38.3% were at least college graduates, and 67.8% were married or living with someone. There were 817 race/ thnicity classifi cations for the 788 women, of which 758 (92.3%) were identical in the medical record and self-report. Sensitivity and positive predictive value were high (86.7% -97.2%) for whites, Asians, and blacks and moderate (64.0% and 68.1%) for Latinas. However, only one of 18 Native Americans was correctly identifi ed in her medical record. Our results indicate that even if the overall accuracy of medical record classifi cations for race/ethnicity is high, such a fi nding may obscure substantial inaccuracies in the recording for racial/ ethnic minorities, especially Latinas and Native Americans. To understand and eliminate health disparities requires accurate data on race/ethnicity. In " Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care, " the Institute of Medicine noted that, " From a public health standpoint, racial and ethnic disparities in healthcare threaten to hamper efforts to improve the nation's health " ( 1 ) . In a separate report on cancer care, the institute noted that, "individuals who … are members of racial or ethnic minority groups tend to have poorer cancer outcomes ( 2 ) . Large clinical, health system, and government databases provide potentially useful sources for evaluating the effect of race/ethnicity on health and health care, yet the accuracy of race/ ethnicity data from these sources is not clear ( 1 , 3 ) . Several studies indicate important limitations in race/ethnicity drawn from automated databases ( 4 -7 ) . The purpose of this analysis was to compare patient self-report of race/ethnicity to medical record classifi cation.
We used data from a prophylactic mastectomy study conducted under the auspices of the National Cancer Institute -funded Cancer Research Network, a consortium of research organizations affi liated with nonprofi t integrated health care delivery systems. The goal of the Cancer Research Network is to increase the effectiveness of preventive, curative, and supportive interventions that span the natural history of major cancers through a collaborative research program within defi ned health system populations. The six systems participating in this study include the Group Health Cooperative, WA; Harvard Pilgrim Health Care, MA; HealthPartners, MN; and three Kaiser Permanente regions: Northwest (Oregon) and Northern and Southern California. Institutional review board approval was received at all sites, in accordance with assurances fi led with and approved by the U.S. Department of Health and Human Services. The requirement for informed consent was waived for medical record abstraction, and consent was implied by return of the survey.
The study details have been published previously ( 8 , 9 ) . All women members of the health systems aged 18 -80 years with a contralateral or bilateral prophylactic mastectomy from 1979 to 1999 were included, as well as a random sample of women without prophylactic mastectomy. Women were identifi ed and classifi ed from automated enrollment, ambulatory care, hospitalization, and cancer registry data. Eligibility was confi rmed through medical record abstraction.
We abstracted 1704 women's medical records; 1662 women had at least one noted race/ethnicity. The survey was mailed to 1202 living women with valid addresses; 812 (67.6%) responded, and 805 of these indicated at least one race/ ethnicity. A total of 788 women had race/ ethnicity information from both medical records and self-report. Of these 788 women, 113 (14.3%) had bilateral prophylactic mastectomy, 549 (69.7%) had contralateral prophylactic mastectomy, and 126 (16.0%) had neither.
We abstracted medical records using a standardized instrument, trained abstractors, and validated quality control program ( 10 ) . Abstractors coded race/ ethnicity from any source in the record into these categories: Asian/Pacifi c Islander/Filipina, African American/ black, Latina/Hispanic, Native American, Caucasian/white, Other, and Unknown. If the medical record included multiple race/ethnicities in single entries, the abstractors coded all race/ethnicities. If, however, the racial/ethnic notations varied over multiple entries, the abstractors coded the most frequently recorded race/ethnicity.
Self-reported race/ethnicity was collected through a mailed survey. Nonrespondents to the initial mailing were sent a second mailing after 3 weeks and received a telephone reminder call 3 weeks following the second mailing. Women were asked to identify their race/ ethnicity in response to this question: " To what race/ethnic group do you belong? " Women were instructed to select all that apply. The response categories were Asian or Pacifi c Islander, black or African American, Hispanic/Latina, Native American or Alaska Native, white or Caucasian, and Other.
We used self-reported race/ethnicity as the criterion standard because this is commonly accepted in the U.S. census and other settings as an accurate refl ection of race/ethnicity, whereas medical record data are often based on the provider or staff observation and inference. When women reported or were noted in the medical record to have multiple race/ ethnicity classifi cations, we used all classifi cations in the analysis. We calculated sensitivity and positive predictive value, with 95% exact confi dence intervals, for each race/ethnicity classifi cation. In addition, we also calculated kappa coeffi cients of agreement comparing the classifi cation of whites to all nonwhites and of all federally designated minorities (blacks, Latinas, and Native Americans) to all others.
There were 817 race/ethnicity classifications for the 788 women, of which 758 (92.3%) classifi cations were identical in the medical record and self-report. Among the 788 women for whom we had race/ ethnicity information from both medical records and self-report, 69.9% were 55 years of age or older, 38.3% were at least college graduates, and 67.8% were married or living with someone ( Table 1 ) . Sensitivity and positive predictive value were high (86.7% -97.2%) for whites, Asians, and blacks and were moderate (64.0% and 68.1%) for Latinas ( Table 2 ) . However, only 1 of 18 Native Americans was correctly identifi ed in her medical record, and 15 were misclassifi ed as being white.
When grouping women into white and nonwhite, sensitivity was 97.2% (95% confi dence interval [CI] = 95.7% to 98.3%) and the kappa coeffi cient was 75.2%. However, when comparing federally designated minority groups to nonminority groups, sensitivity was poor (63.9%; 95% CI = 53.5% to 73.4%) and the kappa dropped to 66.5%. This contradiction was because most women in the study were white and the medical record correctly recorded them as such.
Our results generally are consistent with prior studies, although we found higher agreement in classifi cations of Asians. In a study of Veterans Administration dental outpatients, Boehmer et al. reported high correct classifi cation of whites and blacks, modest correct classifi cation of Latinos, and poor classifi cation of Asians ( 6 ) . In a broader and larger Veterans Administration study, Kressin et al. reported high agreement for whites and blacks and lower agreement for Asians and Hispanics ( 5 ) . A number of other studies have reported challenges in race/ethnicity classifi cation from various types of medical data, typically showing high accuracy for whites, intermediate accuracy for blacks, and lower accuracy for Asians and other groups ( 3 -4 , 7 , 11 ) .
Strengths of our study include a population of women in a community practice, whereas previous studies used select samples. The abstractors in our study underwent an extensive training and quality control process ( 8 , 9 ) , and in a paper describing a sister study using the same staff, quality of abstraction was found to be high ( 10 ) . We also had ongoing quality assurance, which captured and resolved inconsistencies on a regular basis. We allowed women to self-report multiple classifi cations on the survey. Women with a prophylactic mastectomy may not be representative of the general population, and recording of race/ethnicity for them may be different. Although our nonwhite groups accounted for only about 16% of the study population, this proportion is common in research and clinical practice.
Our results indicate that although the overall accuracy of medical record classifi cations for race/ethnicity is high, such a fi nding may obscure substantial inaccuracies in the recording for racial/ethnic minorities, especially Latinas and Native Americans. Inaccurate data on race/ ethnicity can lead to erroneous conclusions in research and inadequate health care planning. Misclassifying individuals as white may mask health disparities, including differences in cancer care and outcomes, and prevent or delay efforts to understand and address the needs of specifi c subgroups. To support efforts to eliminate health disparities caused by race/ethnicity, self-reported classifi cations are preferable to medical record data. * Sensitivity and Predictive Value Positive (PVP) with 95% confi dence intervals, calculated using self-report as the criterion standard.
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